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| An annual survey was conducted on January 31, |
| 2018 to determine compliance with the Assisted
 Living Law "DC Code § 44-101.01." The Assisted |
| Living Residence (ALR) provides care for
thirty-two (32) residents and employs nineteen
| (19) employees to include professional and !
| administrative staff. Three (3) resident records |
and three (3) employee records were reviewed. I
The findings of the survey were based on |
| observations, record reviews, and interviews with j
|I residents and employees. The practice at Forest Hills of DC is -
| to include all members of the |
| . L interdisciplinary team in ISP
Note: Listed below are abbreviations used meeti:fgs?l SR |
| throughout the body of the report. .|
| N . R 483 |
ALR -- Assisted Living Residence Failure to ensure physical therapy
ISP -- Individualized Service Plan ‘ 4 review of ISP. ' ;
R 4831- Sec. 604d Individualized Service Plans R 483 1. Corrective action for affected r
II resident.
(d) The ISP shall be reviewed 30 days after ) .
J admission and at least every 6 months thereafter, Resident #2's record [
. ) reviewed and updated by |
| The ISP shall be updated more frequently if there !
| Sl : : . s Rehab Director 02/01/18.
|isa significant cha_nge in the resident's condition. Rehab Director or designee
‘ The resident and, if necessary, the surrogate will attend care plans for
shall be invited to participate in each resident as indicated. .
| reassessment. The review shall be conducted by 2. Identification of others I
‘ an interdisciplinary team that includes the potentially affected by the |
resident's healthcare practitioner, the resident, same practice. -
' the resident's surrogate, if necessary, and the | |
| ALR. Record of all residents i'
| Based on record review and interview, the ALR currently receiving rehab |
| failed to ensure the physical therapist reviewed services reviewed. Rehab '
| the ISP for one (1) of one (1) resident's in the :Ts'for med of date and time of !
| sample, who was receiving physical therapy P for ?1” (’jef'%efr‘tsl"s"g° :
| services (Resident #2). i B asCISaUISH 1ok |
| ) review. .
hY I
J Findings included: .
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| Review of Resident #2's medical record on

1 01/31/18 at 12:00 PM showed that the resident

. had thirteen falls from March 2, 2017 through
November 11, 2017. The resident sustained

- minor injuries including an abrasion, a bruise, and |

| two skin tears from four of the thirteen falls.

|i Continued review of the record showed that the

| resident received physical therapy services after |

| each fall. However, the ISP dated 08/ 23/17 |

| showed that the Physical Therapist did not review

|it.

' During an interview with the Physical Therapist on
! 01/31/18 at 2:00 PM, she stated that she did not
| review the resident's ISP.

| At the time of the survey, the ALR failed to ensure
| all members of the interdisciplinary team
| (physical therapist) reviewed Resident #2's ISP.

3. Systemic change to ensure
deficient practice does not
recur.

Rehab Director will be
included on monthly emaijls
for residents who are
scheduled for ISP review
and also inform of date and
time of meetings when
scheduled.

4. Performa.nce monitoring to
make the solution is
sustained.

Assisted Living Nurse
Manager will monitor ISP
meeting attendance to verify
therapy representation at
meetings for resident
currently on rehab services,
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